Introduction
Fetal stillbirth is the state of a newborn after 20 weeks gestation or at and above 500 g of birth weight displaying no vitality indication during after delivery.
ods, early abortion of fetuses with anomaly and improved antenatal care. [2] In this study, we aimed to evaluate cases retrospectively who gave labor in our clinic after intrauterine fetal stillbirth in terms of maternal age, parity, gestational week, delivery type, cesarean indications, detected fetal anomalies and maternal diseases.
Method
Of totally 15,203 deliveries carried out in the Obstetrics and Gynecology Department of Medical School of Dicle University within 5 years from May 2006 to 2011, 308 stillbirth cases were evaluated retrospectively. Data were obtained from digital records of hospital automation system, birth records and patient files.
Totally 308 stillbirth cases (Group 1) and 300 live birth cases (Group 2) were included into the study. Both groups were evaluated in terms of maternal age, gravida, parity, gestational week, hypertensive diseases seen during pregnancy, delivery type, cesarean indications, birth weights, and fetal anomalies. 
Results
Totally 308 stillbirth cases were found in 15,203 deliveries in five years at Obstetrics and Gynecology Department of Medical School of Dicle University. During this period, stillbirth rate was found as 2.02%. Demographic data of patients who had stillbirth (Group 1) and control group patients (Group 2) are shown in Table 1 . No significant difference was observed between two groups in terms of mean age (p>0.05). Pregnancy, abortus and living child number in intrauterine fetal death cases were observed statistical significant compared to control group (p<0.001). Hypertensive diseases, deliveries with fetal anomaly and gestational diabetes were significantly high in the cases of Group 1 while cesarean numbers were significantly high in Group 2 ( Table 2) . Hypertensive diseases were 19.48% and 9% in Group 1 and Group 2 cases, respectively (p<0.001).
Fetal anomaly frequency was 13% in patient group and 2% in Group 2 cases (p<0.001) and it was statistically significant. Most frequently observed fetal anomalies in Group 1 cases were hydrocephaly and anencephaly, respectively ( Table 3) .
Cesarean rate was higher in Group 2 cases (p<0.001). The most frequent cesarean indications in Group 1 cases were previous cesarean underwent, ablatio placenta, dystocia and uterus rupture ( Table 4) .
Discussion
[1] Fetal deaths may be associated with maternal, placental and Table 3 . Fetal anomalies and their rates seen in Group 1 cases.
Fetal anomalies n %
Anencephaly and spina bifida 2 5
Omphalocele and spina bifida 2 5
Hydrocephaly ve hand-foot deformity 2 5
Hydrocephaly and spina bifida-pes equinovarus 1 2.5
Single umbilical artery 1 2.5 fetal reasons. [3] In our study, stillbirth rate was found as 2.02% which is higher than those reported in the literature. The reason for high rate can be explained by considering that our hospital is a reference center for Southeastern Anatolia region. For maternal factors, Fretts et al. reported that advanced maternal age is a risk factor independent from stillbirth history.
[4] Luna et al. stated that maternal age is not a risk factor. [5] In our study, there was no significant difference between mean maternal age and the group having live birth.
In a study performed by Öndero¤lu et al., it was reported that 326 of 513 pregnants who had stillbirth were multipara and gestational week was significantly lower in the stillbirth group than those having live birth. [6] In our study, gestational week was lower in stillbirth group. Losing fetus at early weeks due to fetal anomalies, pregnancy-induced hypertensive diseases, and complications related with gestational diabetes may explain this outcome.
Kale et al. conducted a ten-year retrospective study in 2005 and they found significant difference between newborn weights. [7] In our study, significantly low newborn weights in stillbirths may be interpreted that fetus is lost at early weeks due to accompanying anomalies and diseases and therefore birth weight is low. Increased body mass index (BMI) and smoking increases the risk in terms of stillbirth. Carbohydrate intolerance increases stillbirth risk in gestational diabetic patients. [8, 9] In our study, gestational diabetes cases were significantly high in stillbirth group compared to control group.
Congenital anomalies among fetal causes are significant when evaluating stillbirth etiology. FayePeterson et al. reported that one third of stillbirths is caused by fetal structural anomalies and among them, neural tube defects (NTD), hydrops, isolated hydrocephaly and complex congenital cardiac diseases were the frequent ones. [10] In the study performed by Pauli and Reiser, it was reported that the most of the stillbirths due to fetal reasons had a major malformation that may cause a fetal death. [11] On the contrary, Copper et al. found in their work that malformations (prenatally) without fetal autopsy information was only 5.6%. [12] In the study performed by Kale et al., fetal anomaly rate was found as 12.12%. This rate is consistent with the rate (12.99%) that we found in our study. [7] In our study, neural tube defects were the most frequently observed structural anomalies (55%). Madazl› et al. reported anencephaly as the most frequent anomaly type among NTD. [13] In our study, hydrocephaly was the most frequent fetal anomaly.
Gürel et al. examined 51 stillbirth cases in their studies and they reported hypertensive diseases (preeclampsia-eclampsia) as the most frequent reason. [14] Hypertensive diseases associated with pregnancy was found as the most frequent reason in stillbirth etiology. Stillbirth due to ablatio placenta is 14%. Totally 50% of these cases develop pregnancy-induced hypertension. [4] In our study, cesarean rate is lower in the stillbirth cases compared to the control group while the ablatio placenta is among the most frequent cesarean indication reasons.
Conclusion
Consequently, pregnancy-induced hypertensive diseases, fetal anomalies and gestational diabetes were found as the most frequent reasons for stillbirths in our study. As our center is the reference hospital in the region, stillbirth rates in our study are higher than national average and those reported in the literature. Also patients in our region do not visit our center for antenatal follow-up; when such problems are resolved, stillbirth rate will be decreased in our region. Increasing protective and preventive healthcare services in primary and secondary center where antenatal care is available, and timely treatment of high-risk pregnancies may contribute to decrease stillbirth rate.
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